Abstract We present a previously unreported case of a grossly visible, fully developed intestinal segment protruding from an ovarian teratoma.
specimen cavity, where it blindly terminated with expansion to 1.9 cm in diameter (Fig. 2) . Microscopically, the tubular structure, both inside and outside of the mass, represented well-formed colonic wall ( Fig. 3 ) with myenteric (Auerbach's) nerve plexus located in the muscularis propria (Fig. 4) . The dermoid protuberance occupied 30-35% of the cystic cavity and consisted of neural tissue, aggregates of ganglion cells, smooth muscle, cartilage, nerve trunks, bone marrow, bone, alveolar parenchyma, and skin with skin appendages. The wall of the mass was focally ulcerated and replaced with granulation tissue containing numerous foreign body giant cells.
Comment
Mature cystic teratomas comprise approximately 10% to 25% of all ovarian neoplasms and 60% of all benign ovarian neoplasms [4] [5] [6] . Although these are common tumors, with gastrointestinal-type epithelium found in 7-13% of the cases [7] , the identification of organized Fig. 1 a Macroscopic view of excised specimen including ovarian mature cystic teratoma with dissected intestinal tissue protruding from a dimple in the mass. Two slits on the top of the mass were created for frozen sectioning. Within these slits, bright yellow fatty cyst contents are mixed with hair Fig. 2 The smaller external tubular structure extends into the teratoma. Within the cyst, it takes the form of a blind-ended dilated bowel loop Fig. 3 Microscopically, the tubular structure representing well-formed colonic wall Fig. 4 Microscopically, the tubular structure with myenteric (Auerbach's) nerve plexus located in the muscularis propria gastrointestinal tissue, including muscular layers, is rare and identified usually only microscopically [3, 7, 8] . The case reported by Kwon et al. is the only reported macroscopic gastrointestinal tissue found within an ovarian tumor [2] , and the case reported by Tang et al. is the only reported occurrence of a mature cystic teratoma of the ovary containing complete colonic wall in continuity with an endocervical-type mucinous cystadenoma [3] . Our case differs from the previous reports as the fully developed intestinal tissue was found to be extending from the mass.
At the time of surgery, we were initially uncertain whether this tissue represented normal bowel, fallopian tube, or other tissue, adherent to the mass or whether this tubular structure was actually part of the tumor. Bowel injury is a frequent concern in gynecologic surgery and complicates approximately 0.2-0.5% of cases [9, 10] . This risk increases with adhesions from prior surgery, infection, or endometriosis [1] . Importantly, we were able to identify and completely excise the structure from the omentum while giving careful attention to not injure the "bowel." In addition, this case illustrates the need to recognize situations requiring conversion of laparoscopic surgery to laparotomy when facing a challenging case. We encourage careful evaluation and dissection in surgical cases involving extensive adhesive disease, and we recognize the risk of adhesive disease associated with a prior surgical history.
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